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F 000 INITIAL COMMENTS F 000

 This visit was for a Recertification and State 

Licensure Survey. This visit included the 

Investigation of Complaint #IN00132190.

Complaint #IN00132190 - Unsubstantiated, due 

to lack of evidence.

Survey dates: November 17, 18, 19, 20, 21, and 

22, 2013

Facility Number: 002662

Provider Number: 155684

AIM Number: 200315930

Survey Team:

Shauna Carlson, RN - TC

Julie Baumgartner, RN

Shelly Vice, RN

Sharon Ewing, RN

Pamela Williams, RN (11/17/2013)

Census bed type:

SNF: 31

SNF/NF: 18

Total: 49

Census payor type:

Medicare: 9

Medicaid: 13

Other: 27

Total: 49

Southfield Village was found to be in compliance 

with 42 CFR Part 483, Subpart B and 410 IAC 

16.2 in regards to the Recertification and State 

Licensure Survey and the Investigation of 

Complaint #IN00132190. 
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